Sir, Percutaneous dilatational tracheostomy (PCT) even though has appropriately replaced the surgical tracheostomy by far in critical care settings, yet the fact that it accompanies a myriad of both trivial and nontrivial complications cannot be denied. One such complication already mentioned in literature includes inadvertent migration of guidewire into the Murphy's eye of endotracheal tube (ETT) during PCT. [1] A 45-year-old male patient admitted in Neuro-Intensive Care Unit (ICU) with severe head injury and already tracheally intubated and ventilated over last 5 days was scheduled for PCT on the 6 th day. The procedure was being attempted using commercially available Ciaglia Blue Rhino PCT introducers. The ETT was deflated and withdrawn by 5 cm. After careful transverse skin incision, soft tissue dissection, and placement of guidewire between the 2 nd and 3 rd tracheal rings through the introducer needle, the tract was dilated using a series of three dilators of increasing caliber. The tracheostomy tube (TT) with obturator was then threaded over the guidewire into the trachea. However, the TT failed to enter into the trachea and a resistance was noticed. Presumably, the resistance was due to ETT at the level of tracheal stoma, so we decided to withdraw the ETT further. However, the guidewire moved in tandem with the ETT. We realized that the guidewire had entered the Murphy's eye. As such, we removed the guidewire. We then made a blind attempt to insert the TT through the already made tracheal opening. However, it entered into a false tract. The TT was immediately removed. Ongoing ventilation through the ETT at least ensured optimum oxygen saturation. As a rescue measure, the ETT which we had withdrawn was now again advanced beyond the tracheal stoma. The proximal part of a suction catheter (having thumb control) was cut and the remaining catheter was then negotiated through the ETT into the trachea [ Figure 1a ]. The ETT was now again withdrawn up to the level of glottis. The oral end of the suction catheter was taken out through the tracheal stoma with distal end in distal trachea. The TT was then railed road over the oral end of the suction catheter [ Figure 1b ]. After confirming its correct placement, the suction catheter was removed.
Suction catheter as a crucial rescuer in lost tracheostomy tract situation during percutaneous tracheostomy This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms.
2.
Powell R, Scott NW, Manyande A, Bruce J, Vögele C, Byrne-Davis LM, et al. Psychological preparation and postoperative outcomes for adults undergoing surgery under general anaesthesia. Cochrane Database Syst Rev 2016;6:CD008646.
How to cite this article: Kilinc M, Ozer AB. Fear of going under general anesthesia: A cross-sectional study. Saudi J Anaesth 2017;11:128-9.
Letters to Editor
We followed this method of rescue as described by Gupta et al., [2] however, with a slight modification. Instead of a nasogastric tube, we preferred to use the suction catheter. Moreover, ventilation in our patient was uninterrupted due to the use of flexible cathmount [ Figure 1a ]. The flexibility of suction catheter becomes an advantage when it comes to the process of withdrawing the oral end from the tracheal rent and subsequently guiding the TT through it. In addition, it is relatively atraumatic and commonly available in any ICU setting. Nevertheless, it should be borne in mind to always check the position of guidewire (free from Murphy's eye) during PCT before dilating the tract and making a tracheal stoma.
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Swallowed table "Spoon"!
Sir, A 14-year-old girl, not known to have any major medical illness, brought by her family to the emergency room in our hospital after she swallowed a table "Spoon" because of undiagnosed psychiatric disorder. She was brought to the resuscitation room directly as she was chocking and gasping for air. She was conscious with no vomiting or hematemesis. As per her sister, she had attempted the same action 6 months ago, but she did not seek any medical advice. On examination, she was conscious, but anxious and irritable, vital signs showed tachycardia 120/min, O 2 saturation was 92%-95% on 2 L on facemask, respiratory rate was 35 breath/min. Oropharyngeal examination showed the rounded tip of the spoon could be visualized at the base of the tongue with transverse lie. Chest examination revealed good bilateral air entry, nasal flare, and no clear surgical emphysema. Chest X-ray showed a spoon with the rounded bowl end looks superiorly supraglottic and the handle was seen in the esophagus without surgical emphysema [ Figure 1 ]. The patient was shifted to the operation room immediately. Anesthesia was induced with 100 mg propofol intravenous followed by deep sevoflurane anesthesia while maintaining spontaneous breathing. Using the GlideScope, the tip of the rounded bowl end of the spoon was visualized and the surgeon with the help of the Magill forceps removed the spoon after gentle manipulation and rotating it to be perpendicular lie to avoid injuring the esophagus [ Figure 2 ]. The tip of the spoon had minimal blood, so the decision was to intubate the trachea and perform an upper gastrointestinal endoscopy. The scope was advanced until the duodenum. No other foreign bodies or deep injuries were seen. Superficial erosions were noted at the level where the tip of the spoon was reaching. Minimal supraglottic edema was noticed. The
